1 They emphasize the importance of selecting rapidly reversible agents "in case neurologic signs and symptoms worsen with the blood pressure reduction." They also mention the recommendations of both the American Stroke Association and the European Stroke Initiative in selecting an appropriate pharmacologic agent, either labetalol or sodium nitroprusside.
Labetalol given intravenously has an onset time of 5 minutes, a peak effect at 20-30 minutes and a duration of action of 3-6 hours. 2 In contrast, sodium nitroprusside has an onset time of less than 1 minute, a peak effect at 1-2 minutes and a duration of effect of 2-5 minutes.
2 Given these differences, is there really a role for labetalol (or any other agent, save intravenous nitroglycerin if acute myocardial ischemia is a concern) in a setting where the ability to rapidly titrate the drug to effect is of serious import?
Seamus Donaghy
West Lincoln Memorial Hospital Grimsby, Ont. W e did not discuss the relative merits of labetalol and sodium nitroprusside in our article, 1 and thank Seamus Donaghy for pointing out the differences in duration of action between these 2 drugs.
It is true that labetalol has a longer duration of action than nitroprusside, but for the treatment of patients with acute stroke, we rely more on the fact that the onset of therapeutic effect is similar (in the range of a few minutes). Therefore, it is safe to start with a small (20 mg) intravenous bolus of labetalol, check if the desired blood pressure is achieved within 20-30 minutes and, if not, administer another bolus. In this way, it is possible to achieve a gradual reduction in blood pressure, without the risk of a too-rapid rise in blood pressure when the drug effect decreases.
Other considerations limit the use of nitroprusside: it requires continuous blood pressure monitoring (because of its short duration of action), it has toxic effects, and it is not readily available in many institutions. 1 provides a framework for acute stroke care but fails to address the necessary link to rehabilitation services.
Andrea Semplicini
Although rehabilitation is acknowledged in the article's online appendix as an important component of stroke care, 2 the lack of a specific indicator addressing this link during acute care diminishes the importance of timely assessment of rehabilitation needs.
There exists strong evidence that interdisciplinary stroke rehabilitation leads to better functional outcome than does usual care. 3 Although there is less evidence regarding the timing of rehabilitation, the need for such services must be determined during acute care to avoid missing this important component of overall stroke care.
We therefore propose that an additional indicator be included for optimal stroke care: timely assessment for rehabilitation when appropriate.
[Two of the authors and a colleague respond:] W e agree with the comments of Drew Dawson and colleagues. In fact, organized care in an inpatient stroke unit -which includes early mobilization and rehabilitation -is the first key indicator in our paper 1 and is effective in improving outcomes after stroke. 1, 2 We recognize that there is an overemphasis in the literature on hyperacute stroke treatments relative to the benefits of several rehabilitation therapies, which apply for the majority of stroke survivors.
The Canadian Stroke Quality of Care Study, from which the acute care indicators emerged, is an ongoing multiphase study. Our goal is to build a comprehensive evaluation framework that measures patients' access to appropriate stroke care, according to their particular symptoms, as well as the flow of patients receiving such care. This model will include indicators that reflect care within each sector along the continuum of care; more importantly, the current work will build the critical indicators reflecting true integration between the points along the continuum, including transition from acute care to rehabilitation, and from rehabilitation to community care and recovery.
We and many other researchers are at work on the development of stroke rehabilitation indicators. This research suggests that tools such as the Functional Independence Measure, the Barthel Score and the Orpington Score may be used to facilitate referral and to measure the transition between acute care and rehabilitation, but the ideal tools for tracking patients from inpatient care into the community are still unclear.
